A 25-years-old woman with mandibular prognathism underwent a mandibular setback by way of mandibular sagittal split ramus osteotomy (MSSRO). After 2 days of operation, she developed difficulty of closing her right eye. The blink reflex test and motor nerve conduction study of the right orbicularis oris muscle were revealed right facial neuropathy of unknown origin and House-Brackmann facial nerve grading system (HBFNGS) grade V. For treatment, we initially prescribed oral prednisolone and nimodipine including physical therapy. The samples consisted of 11 facial nerve palsy patients caused by MSSRO and were analysed about onset of facial nerve palsy, postoperative HBFNGS, final HBF-NGS, treatment method and recovery time. At 10 weeks of treatment of nimodipine, she had completely regained normal function (HBFNGS grade I) of the right facial nerve. The clinical results lead to assume a fast recovery of facial nerve function by the nimodipine medication, whereas average time of recovery is 16.32 weeks in references. Despite of the limited one patient treated, the result was very promising with respect to a faster recovery of the facial nerve function. Considering the use of nimodipine treatment for peripheral facial nerve palsy following a surgical approach with an anatomically preserved nerve can be recommended. To increase the speed of recovery from FNP, available methods include physical therapy, using transdermal nerve stimulation and electro-acupuncture, and drug therapy, using steroids and anti-inflammatory agents. However, as reported by Cai et al. [6] concomitant treatment with drug and physical therapies required an average of 28.8 weeks for complete recovery of FNP, while treatment using drug therapy alone required an average of 39.2 weeks; therefore, conventional drug therapy was unable to significantly increase the speed of facial nerve recovery [7] . Accordingly, the authors of the present study examined recovery in post-MSSRO patients with FNP who were prescribed ni-
INTRODUCTION
Mandibular sagittal split ramus osteotomy (MSSRO) can be used as a corrective procedure for malocclusion, facial asymmetry, and mandibular deformities, including mandibular prognathism and retrognathism [1] . However, various complications may occur following MSSRO, including inferior alveolar nerve damage, bleeding, condylar displacement, condylar dysfunction, unwanted secondary fractures, skeletal regression, and facial nerve palsy (FNP).
FNP has been reported in 0.17% to 0.75% of cases; direct causes include intraoperative injury to the facial nerve, postoperative edema, and positional change in the styloid process; indirect inju-66 modipine (Nimotop 30 mg Tablets, Bayer AG, Germany), a calcium antagonist vasodilator, and compared the results to literature reports on recovery in patients who did not use nimodipine; the patients treated with nimodipine showed slightly faster recovery [4, [8] [9] [10] [11] [12] [13] .
CASE REPORT
A 25-year-old female was admitted with mandibular prognathism, class III malocclusion, and macrogenia (Fig. 1) . The patient underwent MSSRO under general anesthesia. A side cutter was used for the surgery, which involved direct retraction of the mandibular foramen by performing horizontal osteotomy on the inside of the ramus, followed by sagittal splitting using a reciprocating saw and osteotome. The distal bone fragment was retracted by 9 mm, and fixation was performed to match the new occlusal surface. There were no specific findings during surgery and postoperative bleeding and swelling were not excessive. Immediately after surgery, there was no noticeable difference in the movement of the facial muscles, but by postoperative day (POD) 2, the patient had difficulty closing her right eye completely, weakness on wrinkling the forehead, and deviation to the left side when protruding her tongue. To record the progression of symptoms, photos were taken with the consent of the patient, and the clinical features including facial expression were recorded according to grade V in the House-Brackmann facial nerve grading system (HBFNGS) (Figs. 2, 3A, C) . To determine the cause, X-ray imaging was performed; the results showed no direct pressure from retraction of the mandibular ramus or any other specific findings that would require additional surgery, such as mandibular condylar fracture.
Thus, temporary FNP due to indirect pressure on the facial nerve from mild hematoma and edema was diagnosed (Fig. 4) . Nerve conduction and blink reflex tests were performed and the patient was diagnosed with right FNP injury without the loss of nerve continuity (Fig. 5) . To treat the FNP, drug therapy using steroids (prednisolone), anti-inflammatory agents, and nimodipine was administered, and concomitant physical therapy using transdermal nerve stimulation and electro-acupuncture therapies was performed. Prednisolone 15 mg three times a day (tid) was ad- The recovery time of 10 weeks in the present study was slightly faster (Table 1) [4, [10] [11] [12] [13] [14] . Moreover, there were no complications from nimodipine administration.
DISCUSSION
MSSRO is in wide use for mandibular prognathism, but FNP caused by this procedure is known to be rare. de Vries et al. [2] reported 9 cases (0.52%) of FNP among 1,747 patients who underwent MSSRO, while Behrman [15] reported FNP in only 4 patients (0.67%) among 600.
Although the exact mechanism has not been identified, Dendy Sickels [5] also reported a similar mechanism, in which formation of postoperative hematoma was said to support the causes reported by Dendy [3] . In the present case, the mandibular retractor was used to the same degree on both sides during the procedure and radiologic findings showed no direct pressure from retraction of the distal segment or additional fracture in the mandible. Moreover, since the nerve conduction and blink reflex tests showed no indication of a severe nerve, it is believed that FNP symptoms were temporary, and due to postoperative hematoma exerting in- weeks (3-6 months) reported for other FNP patients, the speed of functional recovery by the facial nerve in the present case was slightly faster [5, [11] [12] [13] 20] . 
